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Advanced Clinical Skills Lab
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Airway Management / O2 Therapy


--Oropharyngeal Airway



--non-flexible


--purpose



-used on unconscious pt to keep them from choking on their tongue (take out anything from their mouth b/f inserting ie. dentures)



-inserted with endotracheal tube so they cant bite thru it (ET tube is much softer—if bite hole—wont work)



-suction the patient


Steps for Insertion—(size—corner of mouth to ear)


1.  use the twist method to open the mouth


2.  insert oropharyngeal airway—curve up first (toward soft palate), at the soft palate rotate it 180 degrees—be careful of injuring mouth


3.  make sure it is in right


4.  tape


Removal—


--safe when they can swallow on own / in tact gag reflex / they take it out themselves


--Nasopharyngeal Airway



--soft rubber / plastic



--no cuff or balloon



--use in lock jaw; trauma to mouth; whenever ET tube cant be placed in mouth



--used very infrequently



--can be used in conscious pt who wont tolerate ET tube



--does not deliver as much O2 as the ET tube


Steps for Insertion—(size—tip of nose to earlobe)—avg adult-7-8ID (internal diameter mm)


1.  lubricate it with water based lubricant


2.  Pt lying down—hyperextend neck


Complications of nasopharyngeal airwya—


--if the tube is too long it could end up in the esophagus—air(distended belly(vomit


--nasal trauma—kiesselbach’s plexus—medial side of nose—most common site for nosebleeds

--Endotracheal Intubation



--mouth to mouth not as effective—distention, only 16%O2, etc


ET Tube—


--keeps airway open (burn victim)


--low risk of aspiration


--provide route for high O2 delivery


--give meds thru ET tube (lidocaine, etc)


Indications for ET tube—


--cardiac arrest pt


--unconscious pt who cant breathe on own (worry about gag reflex)

ET tube Supplies—


--laryngoscope—light source, battery, blade


--blade—miller—straight like I—is inserted over the top of the epiglottis



--macintosh—shaped like a C—inserted to the valeccula (space in b/t base of tongue and top of epiglottis)



--no advantage to either


--learn to use with left hand b/c most blades are left handed

ET tube—7.5mm (ID)—average adult

Procedure for insertion—


1.  hyperventilate pt for 30s (they get no air while intubating)


2.  test balloon


3.  lubricate 4-6”


4.  insert laryngoscope


5.  pull up and towards feet until in the valeccula


6.  insert the ET tube


7.  take stylette out


8.  hook up to bag and ventilate pt


9.  auscultate breath sounds bilaterally—make sure tube is in trachea



*sometimes the left main stem bronchi is intubated(need to pull back(make sure listen bilaterally)


10.  syringe—instill 5-10cc air to inhibit tube from coming out


11.  may insert oropharyngeal airway

Oxygen Therapy—

Two kinds of delivery systems—


1.  Low flow—called this b/c it allows ambient air to be mixed freely with the O2 given



--economical 



--more comfortable than ET tube

Types of Low Flow—


--nasal cannula—prongs need to point down (put tubes around ears)



--this gives small amounts of O2 (tx of angina—don’t need a lot of O2)



--can use a humidifier device with it—moisten air and prevent bleeds



--2L/O2/min


--face mask—



--ambient air can enter thru holes in sides of mask



--must have O2 >5L/min, 8-10L/min is recommended (40-60% pure O2 to pt)


--venturi mask



--advantage—accurate amount of O2 to pt—can get very specific



--eg—6L/min—48-52%



--good for COPD—need the exact amount of O2—too much will make them worse



--need to use the plastic adapters to match the specific concentration that you want

High Flow


--nonrebreather



--bag, tubing, valve to let air out on exhale but not back in on inhaleation



--gives highest concentration of O2 possible short of mechanical ventilation



--6L/O2/min = 60% O2



--10L/O2/min = 100% O2

Incentive Spirometer—


--inhale and blow out as hard as you can—to exercise the lungs—postop, etc
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Diabetes Mellitus

NIDDM/IDDM—outdated names

Type 1 Diabetes / Type 2 Diabetes—new names

--Type 1—absence of the production of insulin

--Type 2—insulin resistance—may have enough, not enough, or too much.  The problem is it is ineffective b/c the receptors on the cells are resistant to letting insulin work

--Diabetes causes increased atherogenesis—increased rate of plaque formation (w/cholesterol)


--as a result of the atherogenesis—there are 2 main categories of complications



-microvascular—eye, kidney



-macrovascular—heart, legs, PVD

--75-80% of DM are type 2—therefore more type 2 take insulin

--syndrome x—obese, hyperinsulinemia(may cause CAD

Etiology—


-largely genetic—type 2


-virus may destroy islets

Presentation of DM


--type 1—kids—acutely ill, dehydration, abdominal pain, fruity odor—ketone breath


--type 2—30-50’s—develop sugar trouble—may have no sx, fatigued, blurred vision, polydipsia, polyurea, cut won’t heal

Routine Care of Diabetics—

Historical Questioning—


1.  Last eye exam?—at least 1x/y


2.  chest pain?


3.  intermittent claudication?—walk(pain, rest(pain goes away


4.  any problem with numbness or tingling?



-DM can cause peripheral neuropathy—pins and needles, burning, absence of feeling

PE—


1.  auscultate carotid—bruits


2.  auscultate heart—


3.  palpate and auscultate femoral pulses


4.  palpate feet—dorsalis pedis and posterior tib (post to medial malleolus)


5.  check cap refill time on big toe (<2s)


6.  neuro exam on feet—b/c of peripheral neuropathy



--vibratory sence—usually first sense to go—512mz tuning fork



--put it on metatarsophalangeal joint (MTP) of big toe and 5th toe—distal to tarsal—just proximal to phalange

--need to control DM’s blood glucose—most important thing you can do for them

--<1993—we thought tight blood sugar control = less risk for micro and macrovascular complications


--DCC—1993—diabetes complications and control trial—study of type 1 DM that scientifically proved that the more tightly controlled the blood sugar(the less risk for complications—decrease risk of 60%


--another study did the same for type 2

--nl level—fasting—60-110 mg/dL
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Strep Tests and Hemoccult Cards

Strep—


--Group A B-hemolytic strep



-infx year round



-transmission—air droplets—50% chance others around you get it



-incubation period—12h-14d



-classic Sx—




-fever (102), chills, malaise, HA, sore throat




-vomiting, abd pain—more common in kids



-Presentation—2 ways—




-acute streptococcal pharyngitis




-scarlatina



-Tx—natural PCN



-Acute Strep Pharyngitis—




-sore throat, dysphagia, tonsillar enlargement, exudative tonsils, anterior cervical adenopathy, fever*, palatal petechiae—punpate, macular (different color than skin but not raised), blanchable



-Scarlatina—




-secondary to toxin secreted by strep bacteria




-within 24-48h of contact




-starts at trunk(periphery




-skin has diffuse erythema with pinhead sized papules




-skin like sandpaper




-erythema blanches with pressure




-may be pruritic




PE—





-facial pallor





-pastias lines—linear red papules(Dx of strep





-white tongue(2d(strawberry tongue

Throat Culture—


1.  Quick Strep—less sensitive (93%?) but fast


2.  Throat Culture—gold standard that QS is compared to—rayon tipped Q-tip



*touch both posterior pillars in the posterior oropharynx (QS and culture)



--takes 48h but more sensitive

Quick Strep—


--do them on anyone with a sore throat, and anyone with scarlatina-appearing rash


--don’t do one on someone who you are pretty sure has strep


--Classic triad—



-fever, tender anterior cervical adenopathy, sore throat


--Classic triad(no throat swab(Tx with natural PCN


--just sore throat—QS(+(Tx


--if QS – 2 choices—



1.  48h antibiotics(if throat culture +(continue



2.  wait 48h see what culture says


**Tx with antibiotics(if not(ab/ag complex(GN(rheumatic fever

Hemoccult Cards—


--company name


--FOBT—fecal occult blood test


--find hidden blood in stool


--used in association with colorectal screening


--colorectal CA screening(annual for 50yo+(DRE and fecal occult blood


--Guyac + heme + peroxide = turns blue from chemical rxn


--other reasons to do hemoccult—



-bleeding ulcer



-vomit coffee grounds



-nipple discharge in BC

Recommendations for Colorectal Screening


--Amer CA Soc—age 50+ men and women(

1.  FOBT yearly (FPs—red meat, NSAIDS, etc) and flexible sigmoidoscopy every 5y


2.  colonoscopy every 10y—very sensitive


3.  double contrast BaE every 5-10y

--descending colon—most common site of colon CA

--presentation—change in stool pattern, abd pain, etc

General INFO—


--avoid red meat, cantalope, radishes (high peroxidase), vit C and iron supplements for 3d prior to test


--otherwise eat NL diet


--no sample during mences
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Back Exam—


--underwear


--general observation—don’t let them know


--point to where it hurts



--inspection


--palpate


--reflexes—



-knee—L4



-achilles—S1


--muscle strength



-leg—out/in



-toes—up/down



-against wall—stand on 1 leg—toe stand / heel stand


--sensory exam—



-touch foot—medial (L4), dorsum (L5), lateral (S1)


--SLR test (supine)



-start with good leg



-30(--dorsiflex(pain in leg = +SLR




-indicates possible disc herniation



-document as + or –


--SLR (sitting)



-if + supine, should be + sitting—tell if lying 

--know what we talked about and general mgt—no algorithms

DIGITAL BLOCKS—

--wound repair—


--lac on finger / toe—local wont work adequately


--inspection—



--non-powdered gloves and mask



**--neuro injury—touch—sharp/dull



**--vascular injury—cap refill, pulse, Allens



**--mobility—make fist



**--tendon injury



**--foreign bodies



**do these before you close it

--anesthetic agents—


--lidocain / bupivacaine


--topical—EMLA

--digital block—


--approach—



-pt hand flat, drape, betadine, etc



-cleanse finger webs


--needle straight (90 degree) into finger web—far in without coming out other side—as withdraw—inject med (aspirate)


--DO BOTH SIDES OF FINGER


--wait 3-5m


--ready to go


--0.5c each side avg

-thumb—both sides of flexor pollicus longus tendon

-don’t hit the tendon

Toes—same thing—web space

SEE ACUTE LOW BACK PAIN BOOKLET
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GENERAL LAB DISCUSSION—

LABS—


--Pg Tests



-urine



-serum


--Rheumatoid Factor


--ESR


--ANA


--Digoxin level



--H. pylori

PREGNANCY TESTS—


--serum—



-qualitative—HcG—B-subunit—unique



-quantitative—most sensitive—just tells you yes or no


--urine-- + at 1st day of missed period

Rheumatoid Factor


--rheumatoid arthritis—



-non-reactive for RA: 0-39 IU/mL



-weakly reactive:  40-79 IU/mL



-reactive:  >80 IU/mL



-venipuncture for antibodies


--the rheumatoid factor is not specific and therefore is only used if you have at least 4 of the following—



-morning stiffness for at least 6 weeks



-pain or motion tenderness in at least one joint for at least 6 weeks



-swelling in at least one other joint for at least 6 weeks



-symmetrical joint swelling with simultaneous involvement of the same joint on both sides of the body



-SubQ nodules; Xray changes

ESR—erythrocyte sedimentation rate


--“normal” range—



-men—0-15mm/hr



-women—0-20mm/nr



-kids—0-10mm/hr


--faster it falls, the higher the ESR


--NOT SPECIFIC for any one dz


--levels increased in:



-collagen vascular dz—SLE, scleroderma, ankylosing spondylolsis



-infxs



-RA



-CA



-osteoarthritis



-cell or tissue destruction



-anemia

ANA—antinuclear antibody


--SLE—rim or nucleolar pattern


--scleroderma


--RA


--positive at a titer of: 1:20 or 1:40


--ANA comes back with a titer and a staining pattern


--see handout for patterns

Digoxin Level—positive inotropic 


--normal—



-roughly .8-2.0ng/mL



-TOXIC >2.5ng/mL


--why check



-toxic sx—anorexia, N/V, arrhythmias, VTACH, visual disturbances, hyper/hypokalemia



-assess pt compliance



-tailor appropriate dosing


--must be done at least 12h after the last dose


--must be done 6-7d after a dosage change

H pylori—


--bactera isolated in the stomach


--if have(increased chance of ulcerative dz—PUD, etc


--need the setting if the pt to use the test


--methods of testing—



-noninvasive—




-serology—88-99% (sensitivity that h pylori antibody is there)





-nl range <6




-urea breath test—90-95%



-invasive—




-biopsy urease test—89-98%




-culture—72-92%




-histology—93-99%


--present in 90% of duodenal ulcers and 70-75% of stomach ulcers


--need antibiotics

Amylase / Lipase for abd pain (possible pancreatitis)


-pancreatitis


-amylase 25-125 U/L (high levels 2-12h after acute injury)



-lipase 10-140 U/L (high levels rise slightly later than amylase levels and remain abnl longer than amylase levels)

Reticulocyte count


-nl = 0.5-1.5%


-used as an index of bone marrow activity


-possible causes of elevation(


-hemolytic anemia (chronic or acute)



-acute bleeding



-after tx of B12/folate/iron deficiency


-possible causes of decrease(


-radiation therapy



-bone marrow failure

Cardiac Enzymes


-nl CK = 38-174 U/L


-CK isoenzymes



-CK-BB (CK-1)—found in brain and lung(nl = 0%



-CK-MB (CK-2)—found predominantly in the heart(nl = 0-4%



-CK-MM (CK-3)—found in skeletal muscle(nl = 96-100%

SEE HANDOUT FROM THE GUEST SPEAKER!!!!!!!!!!

